Seventy patients were brought restrained to a Psychiatric outpatient department over a three month period, with the commonest site of restraint being the wrist. They were compared with controls and it was found that restrained patients were more likely to be younger, belonging to a lower socioeconomic status, from a rural background and were more likely to be diagnosed as manic. The significance of these findings and their implications for the human rights of the mentally ill are discussed.
It sounds unbelievable, but this is a cruel fact that while we are approachi ng the horizon of the twenty first century, a visibly large proportion of patients are brought restrained to psychiatric facilities in our country. The use of restraint and seclusion within the psychiatric hospital in India is considerably less and comparable with any other Western country, but the number of patients brought chained and roped to psychiatric OPDs has remained unchanged.
In most of the communities, there are three basic theoretical aspect of restraint (Gutheil, 1978) : [a] containment of a patient's potential to do harm to himself and others [b] isolation from a pathological relationship and paranoid interpretation of other's behavior and [c] to decrease the sensory input for those having a sensory overload. Most of the studies have reported interpersonal violence as the best predictor of restraint. The prototype of the patient who is most likely to be restrained is a young psychotic male, who is illiterate, unemployed and a drug abuser. Disruption of the environment by his noisy behavior has been suggested as one of the commonest precipitating factors (Matteson & Sacks, 1978) .
To the best of our knowledge there is no systematic study on restraint. Interest is generated as to why some of these patients require various degrees of restrains while others do not. Aggressive and assaultive behavior apart, there seem to be many other confounding sociodemographic and clinical variables related to the act of restraint. In addition, the question whether the restraint of psychiatric patients is a violation of human rights also needs to be discussed.
METHODOLOGY
The study was conducted at Central Institute of Psychiatry, Ranchi, Bihar (India). All patients who were brought restrained to the OPD either for the first time or at a follow up during a period of three months (i.e. from October 1,1991 to December 31, 1991) were included in the study. For each patient, two controls were taken, one registered prior and the other after the index patient, and controlled for sex. The socio-demographic data of each patient was gathered and a detailed psychiatric history, including a history of substance abuse was taken. The patients were interviewed using the Insight and Treatment Attitude Questionnaire, (INTAQ: McEvoy et al, 1989) . A short questionnaire which assessed their attitude towards hospitalization as well as their level of voluntary participation in psychiatric treatment was also administered.
The psychiatric and physical examination was done in detail and psychiatric diagnosis was made according to the ICD-9 (WHO, 1978) . Relatives, neighbors and friends who brought the patient were interviewed using a semistructured questionnaire, which contained enquiries regarding the need, necessity and justification for restraint. Level of aggression was ascertained using a structured schedule. Details of the materials used for restraint, the parts restrained and the injuries caused by this act were specially looked for.
RESULTS
During the period of study, 2785 patients attended the Psychiatric OPD of the Central Institute of Psychiatry, Ranchi, of whom 1845 patients were males; a total of 70 patients were brought restrained (63 males and 7 females). Males were restrained significantly more often than females. The mean age of the control patients was 32.7 years, which was significantly more than the restrained group (28.1 yrs). The marital status, level of education, unemployment, the distance of hospital from the place of falling ill were not found to be factors significant for the restrained patients as compared to the control group. Patients who belonged to a lower socio-economic group and from a rural background had a significantly higher usage of restrain; also, patients a shorter duration of illness or an abrupt onset with a diagnosis of MDP-Mania were more frequently brought tied to the OPD. However, abuse of alcohol or other substances was not found to be significantly different between the two groups. Importantly, the level of aggressive behavior and the extent of voluntary participation in psychiatric treatment were not different in the restrained and the control groups, though the level of insight was significantly lower in the restrained group.
The material used for restraint were ropes (64.3%), clothes(25.7%), and iron chains(10%). The most frequent site of restraint was the wrist (58.6%) followed by wrist and ankle together (35.7%), wrist and waist (4.3%) and lastly, waist and ankle (1.4%). The common injuries occurring as a result of restraint were abrasion (47.2%), followed by lacerations and infected wounds (11.4%); however, 41.4% of the restrained did not have any injury. The advice to restrain the patient, in most cases, came from "non-significant others", and the justification for this act 
See Appendix

DISCUSSION
Most of the studies done on restraint and seclusion have primarily dealt with the inpatient population. With the advances made in psychopharmacology, transformed treatment models have led to considerable decrease in episodes of restraint (Angold, 1989) . The reported incidence among the inpatients varies from 1.9% (Tardiff, 1981) to 51% (Phillips & Nasr, 1983) , and this data is too divergent to be meaningful. Restraint has been reported more among patients who are unemployed, young and male, who are violent towards others and disruptive to the environment. The restraint of patients by members of society in order to deposit them in an "asylum", is a more complex behavior and is due to many confounding variables.
This study has shown that restraint is more common in younger patients who belonged to a lower socio-economic status and hailed from a rural background; they were more likely to be diagnosed as manic and were perceived as assaultive and threatening. Most of the other studies have found the same variables true for patients restrained inside a psychiatric facility except that restraint was more common among patients with schizophrenia. The only other study where manics have been subjected to more restraint is that of Matteson and Sacks (1978) . These factors apart, our study did not find that unemployment, marital status, substance abuse, literacy and level of aggression were significantly related to the act of restraint.
It was also found that some patients were apparently not violent and disruptive, but the relatives had tied him RESTRAINT OF PSYCHIATRIC PATIENTS in order to prevent him from jumping out of the train or bus (8.6%). Some were restrained because they were not willing to come to psychiatric hospitals. Others (15.9%) were tied just because of anticipation of violence, which reflects the archetypal notion that a person with a psychiatric illness is almost always unpredictable.
The majority of patients were tied at the wrist and sustained injuries. We have, during the past few years, observed very serious injuries like fractures and nerve damage due to restraint, although no such injuries were found in this study. Though the wrist was the most common site of restraint (58.6%), a large number of patients (35.71%) were restrained at both wrist and ankle, in order to be doubly sure. Forty three patients refused and fifteen actively protested against psychiatric treatment. Most of them were later admitted as voluntary patients, which raises the legal issue of voluntariness (Akhtar et al, 1988) .
Restraint of psychiatric patients has become a social practice and tradition and even if the patient is not threatening, he is restrained, the decision of which is enforced on the relative (61.4% in this study) by other members of the community. This is based on erroneous and faulty judgement that all patients with psychiatric illness are always dangerous.
Justification for the act of restraint as perceived by relatives is not without any problem. Acts of violence (30%) and suicidal threats (10%) may be said to be only plausible reason of restraint. Anticipation of violence, wandering tendencies, ease of transporting the mentally ill to a mental hospital, unwillingness for treatment and a past history of unpredictable behavior cannot be adequate justification for restraining a psychiatric patient. A study in the United States (Floud, 1985) has shown that when against advice, mentally ill patients who are deemed to be dangerous to self or others are released into the community, not more than 50%, and even fewer than them have caused harm as predicted. Therefore the reason of restraint because of anticipation of violence cannot be justified.
Another significant finding is the lack of insight in the restrained patients. The question of restraining on the grounds of lack of insight is debatable, if not rejected forthright.
There are, in fact, two issues at stake. First, the claim of the potential victim of the risk of suffering at the hands of mentally ill. This is a logical constituent of any collective claim of protection. But the risk is diffuse and assignment of threatened harm to a specific individual is impossible; thus the concept of general welfare cannot be invoked to justify the invasion of human rights, mostly on a presumptive ground.
The next important issue is the individual claim of mentally ill and the risk of unnecessary restraint. The patient's reaction to being restrained is the subject of very few studies. Patients frequently saw it in a very negative way and were unconvinced of it's usefulness. In one of the studies (Soliday et al, 1985) 65% of them regarded it as punishment and 51% felt humiliated. Thus, we are of the opinion that the restraint of psychiatric patients only because of anticipated violence based on archetypal notions, ease of transporting him to a hospital, etc. are gross violation of the human rights of the mentally ill. We do not argue that a really dangerous and disruptive patient should never be restrained-they should be, but before that we should redefine 'dangerous and disruptive behavior', and we should be able to train our primary care physicians in the usage of drugs to control such behaviors. When we have finally decided to restrain a patient, we should be careful not to induce physical and psychological trauma in him or her. We hope that with the growipg awareness of the human rights of the mentally ill, this issue will soon be addressed in the Indian subcontinent.
